Background: Enabling persons to die where they choose is considered a key quality indicator in end-of-life care (1). Most persons state that they would prefer to die at home or in a hospice (2), but more persons in England die in a hospital than in these settings (48% vs. 29%) (3). Initially developed as the Electronic Palliative Care Co-ordination System for London, United Kingdom, the Coordinate My Care (CMC) service enables persons to create a digital urgent care plan with their clinicians that is accessible to all health and social care professionals involved in a patient's care. This system provides a unique data set that enables analysis of how prospective patient wishes and documented advance care plans influence end-of-life care.
Objective: To analyze the determinants of dying in a preferred place to derive clinically relevant approaches that maximize the number of people who achieve this goal.
Methods and Findings:
We included all persons older than 18 years with a CMC plan and a recorded place of death who died between 1 March 2011 and 31 September 2016. We built on Gomes and Higginson's theoretical framework (4) to create a multivariable logistic regression model that included age, sex, diagnosis (cancer or other), World Health Organization performance score (0 to 1, 2, 3, or 4), resuscitation status, first choice of place of death, and preferred place of care to identify mutually adjusted factors associated with patients achieving their preferred place of death. Patients without a do-not-resuscitate order were categorized as "for resuscitation," because resuscitation, if needed, is usually attempted unless a valid order to the contrary is present. Missing covariate data were addressed through multiple imputation. All analyses were performed using Stata, version 14 (StataCorp). This study was approved as a service evaluation by The Royal Marsden Hospital Committee for Clinical Research, and CMC is hosted by The Royal Marsden Hospital. It received no specific funding.
We analyzed 9027 patients, 77.5% of whom died in their chosen location. Most (8828 of 9027 [97.8%]) preferred to die in the nonacute sector, defined as home, a care home, or a hospice (Table) . A total of 73.8% (3660 of 4958) of persons who cited their home as their first choice of place of death, 89.7% (2623 of 2923) who cited a care home, and 67.6% (640 of 947) who cited hospice died in their preferred location. More persons with cancer than with other diagnoses chose to die in a hospice (16.6% vs. 2.8%). More than one half of those who did not die in their preferred place died in a hospital (1122 of 2028 [55.3%]) (Table) .
Persons who died in their chosen location tended to be female and have poor performance status and a diagnosis of cancer (Table) . Clear limits to treatment also were associated with dying in a preferred place. Those with a do-notresuscitate order were 76% more likely to die in their preferred place than those with a for-resuscitation status (odds ratio, 1.76 [95% CI, 1.56 to 2.00]) (Table) .
Discussion: In this analysis of routinely collected electronic health records of more than 9000 patients with CMC plans, more than 75% died in their preferred place. Almost all patients (97.8%) preferred to be cared for and die outside of a hospital. We show that advance care planning in the form of a recorded do-not-resuscitate status is associated with a 76% greater chance of dying in a preferred place. Given the evidence of poor prognosis after resuscitation in persons with advanced incurable disease (5), our results suggest that these conversations can be considered a positive gateway to achieving a patient's wishes for future care.
These data have limitations. Although CMC is the largest digital urgent care planning service in the United Kingdom, it is not mandatory. Therefore, there may be an undetermined bias regarding the patients entered and the health care professionals creating the records. Because CMC is currently based in London, our results may not be applicable in other settings. Further research is needed to explore how best to improve the proportion of persons who discuss advance care planning with their clinicians and to overcome perceived barriers to these conversations. 
